Classification
There are several classifications of lateral facial fractures, the Henderson classification is the most useful. Note displacement at the zygomaticofrontal junction, zygomaticomaxillary buttress, and infraorbital margin.
Henderson Classification Description
Of significance is the comminution of the infraorbital margin which complicates fracture management, and implies an orbital floor extension.
Zygomatic injuries may be part of a wider and more complex pattern, always exclude other fractures. Remember to always examine the globe.
Visual acuity and globe integrity must be documented. The small dent (black arrow) may not be initially apparent and may be masked by soft tissue swelling.
Limitation mouth opening and pain may be the only symptoms.
There are no eye signs or numbness of the infraorbital nerve. Note the diastasis at the fronto-zygomatic suture. This makes the fracture unstable. Note additional detail at lateral aspect of infraorbital margin (single arrow).
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INVESTIGATIONS -Imaging
Also the distance between the coronoid process and the arch of zygoma is reduced on fracture side (left side). As the fracture is behind the equator of the eye enophthalmos is highly likely.
CT Scan
All zygomatic fractures will have an orbital floor component. Often this will be insignificant, but if the floor is comminuted and/or deficient, then late (6 months plus) enophthalmos is probable. ZYGOMATIC (MALAR) FRACTURES CT Scan -3D Note the preservation of the inner margin of the zygomatic bone and sphenoid bone, this will simplify anatomical reduction. Note gross comminution. Infraorbital articulation required primary bone grafting. FZ diastasis (small arrow).
Fig. Fractured zygomatic arch (white arrow).
This diagram also illustrates the inward nature of the force which produced the fracture, the reverse of the direction required to reduce it. 
Management Emergency
Decision Making
Treatment planning the fractured zygoma is perhaps the most confusing to the inexperienced surgeon.
Treatment MUST be fully planned prior to surgery. There is no place for taking a patient for theatre and 'plating if it's not stable'. 
FZ -Frontozygomatic
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Reduction
The aim of reduction is to replace the fractured and malpositioned bone into the correct anatomical position.
The mode of reduction is designed to inversely mirror the force that caused the injury initially.
Approach Indication Comment
Temporal ( 
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Fig. Gillies temporal incision.
Here the temporalis fascia is identified. The zygomatic elevator is passed under the fascia and slid down under the zygomatic bone. Note the bone graft (arrow) this was to make good a continuity defect. Note fixation at FZ, IO, and ZM regions.
The need for 7 screws at the FZ region was due to the gross comminution at that site.
The fixture at the infraorbital site is a 1 mm localising plate. This is to ensure that the patient does not feel the metalwork thus minimising the risk of subsequent plate removal.
Post-operative management Imaging
Occipito mental view in no internal orbital reconstruction CT scan if there is internal orbital work CT scan if reduction not considered perfect intraoperatively CT scan if fragmentation of fracture articulations
Medication
Dexamethasone peri-and postoperatively Antibiotic therapy -continue for 5 days Analgesics -as required Non-union is rare.
Malunion may require zygomatic osteotomy or medpore onlay.
Plate removal is unusual, although ZM buttress plates may become exposed or be palpable.
Ensure dental follow-up.
Injured anterior teeth commonly observed with these injuries.
